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That which we call social medicine ...

L J Gunning-Schepers

Fifty years ago the British J7ournal of Social
Medicine published a mix of articles very similar
to that found in the 1995 issue of the J7urnal
of Epidemiology and Community Health. 1 Still, if
you were to ask almost any of the current
authors, whether in Britain or on the continent,
if social medicine is an important discipline
they would probably respond negatively. Those
epidemiologists or health services researchers
who publish in the journal will not see them-
selves as working in the area of social medicine.
The scientific interests and the methods have
not changed apparently, but the name has.
Why?

Social medicine and idealism
If you read the very informative contribution
by Shaun Murphy and George Davey Smith'
in the February issue of this journal, you will
have been struck again by the enormous ex-
pectations of "progress in society" of the early
leaders in the field of social medicine. As the
authors point out, this coincides with the post-
war optimism and the sense that now, finally,
fundamental changes in society and medicine
might be feasible. It is interesting to observe in
retrospect that they were right and that very
fundamental changes did occur, but that very
few of them can be attributed to social medi-
cine.
This social reform idealism as the foundation

of a new movement in medicine is by no means
new. If we look at the history of public health
it occurs over and over again in many European
countries.2 Just think of the sanitary movement
in Britain, or "hygienists" as they were called
in other countries, at the end of the 19th
century,3 the Fennomanics, a nationalists
movement at the birth of the research into
socioeconomic backgrounds of populations
health in Finland,4 and the era of religious
involvement in private public health initiatives
in The Netherlands in the 1920s and 30s5
coinciding with the birth of the Dutch Journal
of Social Medicine in 1923 (which kept its name
for more than 50 years, only to change it to
Social Health in the 1970s).67
The interest in what could be called social

medicine grew in the second half of the last
century. Doctors became aware of the power
of science in providing evidence of the major
determinants of disease and of the limitations,
at that time, of the potential of curative medi-
cine compared with the possibilities of pre-

vention through major structural reforms both
in sanitation and social legislation. It has always
been the combination of scientific rigour and
political will that has generated the most suc-
cessful public health achievements. Somehow
that combination was not strong enough for
the British movement of social medicine to be
successful in the 1950s.
Why is it so difficult to bring the two elements

of science and idealism, both necessary basic
conditions for a lively public health discipline,
together in a stable partnership one hundred
years after the golden age of public health? Part
of the answer might lie in the changing disease
patterns, which necessitate different policy ap-
proaches. In the era of infectious diseases the
causal relationships were easily understood and
social reforms were able to achieve visible res-
ults in the short term. Nowadays, the time
lags between exposure to risk factors and the
incidence of chronic diseases are so long that
few politicians will reap the benefits of their
policies. The natural partnership between the
politician interested in social reform and the
scientist providing evidence of social dep-
rivation is no longer so self evident. But also,
and perhaps even more importantly, with the
growing prevalence of chronic diseases and
limited resources for the health care system,
access to health services has become a pressing
public health policy problem. This may well
explain the surge in the interest in health ser-
vices research reported by Murphy and Davey
Smith. The focus of attention of "social" policy
may well have shifted from prevention to health
services purchasing.

Social science and social medicine
The "social" of social medicine, as one can
read from the quotes in the paper by Murphy
and Davey Smith, denoted a wish to in-
corporate some of the scientific techniques of
what we would now call social sciences in
their scientific work. Scientifically, they did not
succeed in creating an alliance with the social
sciences, as is attested by the classification of
publications. More interesting is the fact that
when you read the contribution by Margot
Jefferys on the development of medical so-
ciology, in last year's special issue of the Euro-
pean J7urnal of Public Health on the history
of public health, there is no mention of the
importance of the area of or ofthe development
of the interest in social medicine.8 Apparently

Institute for Social
Medicine,
Academic Medical
Centre,
University of
Amsterdam,
Meibergdreef 9,
1105 AZ Amsterdam,
The Netherlands.
L J Gunning-Schepers

Correspondence to:
Professor L J Gunning-
Schepers.
Accepted for publication
February 1997

224
 on M

ay 22, 2023 by guest. P
rotected by copyright.

http://jech.bm
j.com

/
J E

pidem
iol C

om
m

unity H
ealth: first published as 10.1136/jech.51.3.224 on 1 June 1997. D

ow
nloaded from

 

http://jech.bmj.com/


That which we call social medicine ... .

the eagerness to join forces in a field called
social medicine was not felt by the mainstream
of the sociologists, just as it was not acclaimed
by the mainstream of doctors. In fact, the social
scientists who cross over to departments of
public health, the sociologists in medicine, are
somehow no longer considered "real so-
ciologists", just as doctors who go into social
medicine still seem to lose the identity of a
"real doctor". Somehow, multidisciplinary
work might be much acclaimed in general but
still perceived as threatening by the professions
themselves.

This controversy between sociologists in and
out of medicine seems to have been more acute
in Britain, however, than it has been in other
countries.9 This might account for the fact
that in the Nordic countries, for instance, the
importance of social scientists in health re-

search has been much more pronounced. But
the attribution of a certain field of work by
certain professions continues, as can be il-
lustrated by the current debate in The Neth-
erlands as to whether the registration of
epidemiologists should be restricted to doctors,
by the continuing debate in the UK Faculty of
Public Health Medicine about its membership,
and maybe even by the fact that the European
Society for Medical Sociology has still not con-

sidered joining forces with the European Public
Health Association.

Science and practice
Social medicine as described by those opposed
to it is often associated with "socialised" medi-
cine, "socialist society", and "social class" etc.
In reality, however, it appears to be best de-
scribed as those trying to combine science with
ideals. That is also the image that emerges from
the historic quotes in this paper. It is clear
that the first generation of professors in social
medicine combined good science and ideals,
but also that they did not combine the two
with the practice of public health (as we would
now call it). To an outsider that is the most
striking element in the description of the rise
and the fall of social medicine in Britain. The
almost open hostility of the medical officers of
health and the emphasis on (social) aetiology
of disease rather than on the evaluation of
preventive interventions is different from what
was found in some of the continental countries
in that same period.7 In the Netherlands, for
instance, it was often the equivalent ofa medical
officer of health who was appointed as the
first professor of social medicine. But the gap

between science and practice in public health
seems nowadays to be almost universal. Not
long ago I had a discussion with one of the
former directors of the public health de-
partment of Boston, who painted a picture
of the gap between his department and the
Harvard School of Public Health which looked
only too familiar.
Departments of social medicine have con-

tinued to do great research on the aetiology of
health problems in populations and some of
the social determinants. They have increasingly
called that research "epidemiology," and have

expanded their research efforts into the field of
health services research as their quantitative
methods proved well suited to analysis of the
importance of certain health services in-
terventions at a population level. However,
their links with those out in the field in positions
where they have to take decisions about pri-
orities for preventive interventions or for the
purchasing of the appropriate health services
for a specific population have been very weak
indeed. What we seem to miss in the ex-
periences of many countries in this century is
the very fruitful combination of science, ideal-
ism, and practice.
Where many scientists in the traditional

laboratory disciplines feel the clinician breath-
ing down their neck, pushing them to come
forward with a new therapy for their patients,
the current generation of public health prac-
titioners does not seem to feel that it has a
special right or need to use the results of aca-
demic research in daily practice. It is a strong
alliance between science and practice which
guards health services from doing the "right"
thing based on moral rectitude rather than on
scientific evidence.
An example may help illustrate this point.

The current vivid scientific interest in social
inequalities in health is one of the most pure
forms of research in social medicine. However
many of the papers published in this field des-
cribe yet again differences in some health in-
dicator in relation to social class, educational
level, or indicator of deprivation. Their con-
clusions often appear to point at the politicians
who apparently are not willing to reduce in-
come inequalities, attack poverty, improve liv-
ing conditions, etc. It is a strong case of moral
indignation and idealism combined with
powerful scientific evidence. However, it does
not do much to help the responsible public
health doctor know what to do next. The fact
that so many local governments are prepared
to take action and have started interventions is
an illustration that the willingness to act is
present. However, the evidence of which
effective interventions are available is very lim-
ited, and evaluating them apparently has a
relatively low priority in the scientific world.

Conclusion
Nowadays, the science of social medicine is
still concerned with the same issues, but calls
itself epidemiology. The revival of the ideals is
currently known under the name of"new public
health", but could just as well have been named
social medicine. So we have the science and
we have the idealism. But we must make sure
it does not suffer the same fate as it did in
the 1950s. Avoiding the marginalisation that
occurred then might well depend on our ability
to move beyond science and ideals into prac-
tice, to forge a new alliance between the sci-
entific community and the practitioners in
public health.

This will depend on the willingness of both
parties to bridge the existing gap. Scientists
must move beyond aetiological research on the
social determinants of health. They must be
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willing to apply their energy to evaluation re-
search not only on clinical interventions, as is
often done in health services research, but also
on public heath interventions, despite the prob-
lems associated with these kinds ofeffectiveness
studies. On the other hand, the practitioners
in public health, be they public health doctors
or those working in the more multidisciplinary
field ofhealth promotion, will have to accept the
scientific rigour of evaluation research before
interventions are applied outside the ex-
perimental situation.

After all it is much easier to start an inter-
vention programme based on good intentions
than to limit activities to those things that have
proved to be effective. Of course, we should
not demand of ourselves more than we demand
of our clinical colleagues. Some interventions,
such as not cutting off gas or electricity supplies
in cold weather, are so obviously effective that
they need not be proved to be so in a trial
situation. But for preventive interventions there
are a number of additional reasons for wanting
to be absolutely sure that they do no harm. We
are quite familiar with this concept in our
medical preventive interventions such as
screening programmes, where the side effects of
interventions are very carefully weighed against
the potential benefits, but the same applies to
social interventions as well. It is specifically in
the field of evaluation of social interventions
that we might reconsider a new alliance with
the social scientists ... although perhaps not
so much with sociologists as with economists.
The evaluation of economic adjustment pro-

grammes may well provide a very fruitful
ground for cooperation to the benefit of both
parties.'0 Economists looking for social in-
dicators of success, of which health indicators
are an important part, may benefit from our
experience in measuring these, while we may
greatly benefit from the methodologies of the
evaluation of structural social reforms that are
considered acceptable in economics.

If social medicine can move from only de-
scribing social determinants of health into the
field of providing evidence for those trying to
improve these conditions we might well start a
new "golden age of socio economic public
health research".4

1 Murphy S, Davey Smith G. The British Journal of Social
Medicine: what was in a name.....J Epidemiol Community
Health 1997; 51: 2-8.

2 Mackenbach JP. The history of public health in Europe.
EurJ7 Public Health 1996;6:79-80.

3 Houwaart ES. De hygienisten; artsen, staat en volksgezondheid
in Nederland 1840-1890. (Hygienists: physicians, state and
health in The Netherlands 1840-1890) Historische uit-
geverij Groningen, Groningen 1991; 427.

4 Lahelma E, Karisto A, Rahkonen 0. Analysing inequalities:
the traditions of socioeconomic public health research in
Finland. EurJ Public Health 1996;6:87-93.

5 Strik M, Knols N. Public health, private concern: a history
of public health in the Netherlands. Eur 7 Public Health
1996;6:81-86.

6 GuldenJvan der, Sturmans F. TSG: al 75 jaarvitaal Journal
of Social health: already 75 years alive) TSoc Gezondheidsz
1997;75:2-3.

7 BerginkAH. Verleden, heden en toekomst van het Tijdschrift
voor Sociale geneeskunde (Past, present and future of the
Journal of Social medicine) TSoc geneesk 1972;50:861-75.

8 Jefferys M. The development of medical sociology in theory
and practice in Western Europe 1950-1990. EurJ Public
Health 1996;6:94-98.

9 Vagero D. European medical sociology: a comment on
Margot Jefferys' view. EurJ Public Health 1996;6 :98-99.

10 Javarajah C, Branson W, Sen B. Social dimensions of ad-
justment. World Bank experience, 1980-93. Washington DC:
The World Bank, 1996.

226

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jech.bm

j.com
/

J E
pidem

iol C
om

m
unity H

ealth: first published as 10.1136/jech.51.3.224 on 1 June 1997. D
ow

nloaded from
 

http://jech.bmj.com/

